
Strategic Use of Population-Based Data 

for Improving Health 
 



Miami Behavioral Health Center 

“Por Tu Salud” 

Cohort:  Cohort III (Awarded September 2010) 

 

Type of program: PBHCI for indigent adults with SPMI 

receiving behavioral health care services in our agency 

(located in a primarily Hispanic/Latino community) 

 

Primary Care Model: Primary care clinic (awarded FQHC 

status in 2012) in a community-based behavioral health 

care agency 



Who plays a role in collecting and using H 

Indicators data to improve health outcomes? 

 Medical Assistant 

 takes vitals 

 draws blood 

 ARNP 

 analyzes blood work results 

 discusses results with patients 

 Research Assistant & Peer Evaluator (Evaluation) 

 retrieve H data 

 enter data in TRAC 

 generate quarterly reports 

 Wellness Coordinators 

 review vitals/blood work and reinforce ARNP recommendations 



How we use Health Indicators data to promote the 

aims of the PBHCI Initiative? 

   A.  How are H Indicators collected and by whom?     

        (additional data we use to improve health outcomes) 

   B.  When is data collected? 

   C.  Where is the data stored? 

   D.  Who enters H data? 

   E.  How is data retrieved? 

   F.  What kinds of data do you retrieve 

   G.   How is data used to improve outcomes? 
Wellness programming (individual and group services) 

 Development of individualized care plans 

Monitoring progress 

     

 

 

 

 

 



A.  How are H Indicators collected and by 

whom? 

Medical Assistant  
(MA) 

- takes vitals and 
records in EHR 

-draws blood 

-sends sample to 
lab 

Laboratory 

-processes sample 

-sends results  to 
clinic within 2-3 
business days 

 

Administrative 
assistant(s) and/or 
MA 

-upload results 
(PDF) to HER 

 

Research 
Assistant  

-retrieves H data 
from EHR 

-records  in NOMs 

-enters data in 
TRAC  



B.  When is data collected? 

Baseline 
6 Months 12 Months 

3 Months 9 Months 
Discharge 

MT 

BT 

NOMS 

MT 

BT 

NOMS 

MT 

BT 

NOMS 

MT 

*BT* 

NOMS 

MC 
MC 

MC = Mechanical Indicators: Collect and store in medical records 

MT = Mechanical Indicators: Collect, store in medical records, and enter in TRAC 

BT: Blood work: Collect, store in medical records, and enter in TRAC 

NOMS = NOMs survey, enter in TRAC 



B.  When is data collected? 

6 Months 

MT 

BT 

NOMS 

1 week before 1 month after 

BT 

NOMS 



The Wellness Coordinators sometimes monitor 

consumers’ weight and blood pressure more often 

between quarterly visits. 

B.  When is data collected? 



C.  Where is the data stored? 

 

http://www.google.com/url?sa=i&rct=j&q=computer+monitor&source=images&cd=&cad=rja&docid=1brqGagnIR23mM&tbnid=g9i05wMofeBI9M:&ved=0CAUQjRw&url=http://acomputersparts.blogspot.com/2010_05_01_archive.html&ei=kuojUZqMLono8QSt74HACg&psig=AFQjCNGQD2UmqU6QCLIHJ5Ox5dKubFx9Vw&ust=1361394688934956


D.  Who enters H data? 

 
• Uploading to EHR 

• Medical Assistant 

• Administrative Assistant(s) 

• Entering in TRAC 

• Research Assistant 

• Peer Evaluator 



E.  How is data retrieved? 

 
EHR 

• Medical staff 

• Wellness Coordinators 

• Evaluation staff 

TRAC (WesDax) 

• Evaluation Director 

• Research Assistant 

 



F.  What kinds of data do we retrieve? 

Section H 

• Systolic BP 

• Diastolic BP 

• Weight 

• Height 

• BMI 

 

 

• Glucose 

• HgbA1c 

• Total Cholesterol 

• HDL Cholesterol 

• LDL Cholesterol 

• Triglycerides 
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 Wellness programming (individual and group services) 

 Exercise routines 

Wellness Fairs 

 Diabetes library 

 Smoking cessation program 

 

 Development of individualized integrated care plans 

 “Progress Report” for consumers 

 

 Progress monitoring 

Wellness Coordinators monitor BP, weight loss, high risk, and 

referrals 

G. How we use H data to improve outcomes? 



Purpose of Progress Report 

 
• Evaluation and discussion of client’s progress based 

on  lab results and Doctor’s Progress Notes 

• Provision of individual educational session for client to 

accomplish healthier lifestyles 

• Setting individualized goals for achieving healthier 

lifestyles.  

 



G. How we use H data to improve outcomes? 



Implementation Process 

 • Client gets labs done 

• WC checks Dr’s Progress Notes and Labs on MD Flow 

• WC contact client to coordinate appointment to complete progress report.  

• At the appointment time WC completes the physical health indicators 

part. 

• WC educate client on each physical health indicator to maintain a healthy 

lifestyle. 

• WC writes recommendations to the client based on lab results and Dr’ s 

PNs 

• Client writes his/her own goal in order to accomplish desired healthier 

lifestyle 

• WC gives appointment for follow up.  

• Both WC and Client sign the progress report. 

 





Successes: 

• Improvements on attendance rate to wellness groups 

• Improvements on levels of Cholesterol, blood sugar, and blood 

pressure  

• Improvements on motivation to continue visiting PCP 

• Improvements on individuals self esteem  

 

Barriers: 

• Transportation to the appointment with WC, doctor/nurse,  and 

wellness groups 

• Lack of supplies in case of diabetic population to be able to 

monitor their levels of blood sugar 

• Cultural issues related to self medication, eating habits 

• Homelessness/low income that can get on their way to comply 

with medication management. 

 


